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Abstract
Background: Person-Centered Integrated Care (PC-IC) is believed to improve outcomes and experience for persons
with multiple long-term and complex conditions. No broad consensus exists regarding how to capture the patient-
experienced quality of PC-IC. Most PC-IC evaluation tools focus on care events or care in general. Building on
others’ and our previous work, we outlined a 4-stage goal-oriented PC-IC process ideal: 1) Personalized goal setting
2) Care planning aligned with goals 3) Care delivery according to plan, and 4) Evaluation of goal attainment. We
aimed to explore, apply, refine and operationalize this quality of care framework.
Methods: This paper is a qualitative evaluative review of the individual Patient Pathways (iPP) experiences of 19
strategically chosen persons with multimorbidity in light of ideals for chronic care. The iPP includes all care events,
addressing the persons collected health issues, organized by time. We constructed iPPs based on the electronic
health record (from general practice, nursing services, and hospital) with patient follow-up interviews. The
application of the framework and its refinement were parallel processes. Both were based on analysis of salient
themes in the empirical material in light of the PC-IC process ideal and progressively more informed applications of
themes and questions.
Results: The informants consistently reviewed care quality by how care supported/ threatened their long-term
goals. Personal goals were either implicit or identified by “What matters to you?” Informants expected care to
address their long-term goals and placed responsibility for care quality and delivery at the system level. The PC-IC
process framework exposed system failure in identifying long-term goals, provision of shared long-term
multimorbidity care plans, monitoring of care delivery and goal evaluation. The PC-IC framework includes
descriptions of ideal care, key questions and literature references for each stage of the PC-IC process. This first
version of a PC-IC process framework needs further validation in other settings.
Conclusion: Gaps in care that are invisible with event-based quality of care frameworks become apparent when
evaluated by a long-term goal-driven PC-IC process framework. The framework appears meaningful to persons with
multimorbidity.
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Background
For persons with multiple long-term conditions and
complex healthcare needs, diagnosis centered, fragmen-
ted and reactive care is believed to cause a poorer care
experience and worse outcomes [1–3]. Our current
healthcare system owes much of it’s success to a reduc-
tionist and specialized approach where we understand
each diagnosis by its cause and treatment. As a result, a
person with multimorbidity will receive care from a
multitude of specialists who either cater to a part of the
body (e.g., neurology) or provide one type of treatment
(e.g., surgery). However, patients experience care within
the context of their life and not through the professional
lens of a diagnosis or treatment modality. For instance,
persons with multimorbidity report how care involving
multiple providers induces the experience of being an
incidental carrier of many diagnoses or being a messen-
ger between diagnosis specific professionals. They report
confusion amidst numerous single disease treatments,
which are rarely reviewed together [4–6]. In the context
of multimorbidity, it is therefore reasonable and neces-
sary to study the entire set of healthcare activities gener-
ated by all care providers within the larger frame of the
person and his/her life project.
Person-centered and integrated care
Multimorbidity guidelines increasingly identify both
Person-Centered and Integrated Care (PC-IC) as central
components of quality of care [7–10]. A PC-IC
goal-oriented approach also has strong traditions in
fields that commonly work with patients over the
long-term, such as rehabilitation, geriatrics and General
Practice [11, 12]. A PC-IC process is believed to enhance
both technical and patient-experienced quality of care to
produce the triple aim [13] of improved care experi-
ence, health, and function, as well as cost-benefit ra-
tios [14–21]. Despite the widespread agreement of the
desirability of PC-IC, progress in this area seems to
be slow [5, 22–25]. The lack of progress may be due
to the unclear conceptualization of what PC-IC is,
and absence of evaluation tools that support improve-
ment efforts. The literature on PC-IC is awash with
overlapping and conflicting concepts and terminology
[26–29], making it challenging to develop united
frameworks that may structure patients’ experiences of
care quality. PC-IC represents quality dimensions that are
best assessed by the patient. Both person-centered care
and integrated care concepts pertain to how the
multi-faceted care system creates a seamless, personalized
pathway that addresses the person’s needs, values and
preferences as they develop over time.
To come to grips with this complexity, we have simpli-
fied the overall concept of patient-experienced quality of
care using PC-IC as a starting point. We were inspired
by; the practice of goal-oriented chronic care [11, 12],
our knowledge of theoretical concepts and models rele-
vant to chronic care [30–33], principles for goal-directed
process design [34], and experiences from our previous
research on goal setting [35]. The result is a 4-stage
goal-oriented PC-IC cyclical process.
The PC-IC cyclical process
1) Goal identification: Our starting point is a goal-
oriented definition of PC-IC, where the person’s
overarching goals drive decisions about care [31,
35]. The rationale for the goal-oriented approach is
simple: A person perspective requires a strong
element of care coordination to ensure that all
contributors work towards a common goal. It is
only the person, both in ethical and legal terms,
who can legitimately identify what the overarching
goal should be. It is not enough to be respectful and
attentive, nor is it enough to involve and engage the
person. PCC is a matter of transferring power to
whatever the person has identified as his/her
overarching goal. Together with the person, the
professionals make this the real driver for decision
making [35]. Some patients may not wish or be able
to participate in such a process. Care professionals
may then have to seek advice from the person’s
significant others or make intelligent guesses about
“what matters” to the person. The point is to make
the overarching goal(s) for care explicit. If they
remain unspoken, participants lose the “coordinating
effect” of a common goal. Also, mismatches
between patient preferences and health care
assumptions may be missed by both patients and
professionals.
2) Care planning: The personalized goals are used to
identify the multidisciplinary team needed to assess
the patient’s health issues. Subsequently, the team
produces a comprehensive care plan aimed at goal
attainment [7–10]. The plan should as far as
possible be evidence-based [9] and should support
health literacy [36], patient involvement and self-
management [14]. The plan should identify roles,
tasks, and responsibilities, including those taken on
by the person and his/her significant others, to
ensure seamless care.
3) Care delivery: The team, including the person, is
then responsible for care delivery according to the
plan. Loyalty to the plan is essential, as a plan that
is not carried out, or a derailed plan will not
produce the desired outcomes. Included in care
delivery is the regular review of goals, plan and goal
attainment whenever needed.
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4) Goal evaluation: Patient-driven evaluation of goal-
attainment, is the last of the four stages of the cycle.
Goal evaluation serves as feedback to all contributors
in the seamless care process. The result should be
documented and linked back to goal adjustment and
learning for the next cycle, in line with complexity
and quality improvement theory [12, 37, 38].
We have called the timeline map of all care events
for one individual the “individualized Patient Pathway”
(iPP). The iPP borrows the “pathway” term and the
timeline from the “care pathways” concept, which
maps out events designed to manage a single condi-
tion across providers [39]. A multimorbidity iPP will
thus represent the aggregate of all care delivery meant
to care for the person’s ensemble of health issues, or-
ganized by time. The ideal iPP follows the rules simi-
lar to project management: Participants share clear
goals. Plans detail sub-goals and sub-tasks. The re-
sources needed to achieve goals are identified and al-
located. Goal attainment indicates success. Finally, the
project adjusts goals before the cycle starts over.
Knowledge gaps and aim for the study
Many authors have already tried to make quantitative
instruments that evaluate the patient care experiences
in light of chronic care ideals [1, 40–45]. However,
the underlying assumption in these instruments is
that the care event is the basic unit of interest. We
have not found evaluation frameworks that make the
long-term iPP the unit of study. When the process, as
opposed to the event, comes into focus, the goal of
the process becomes the success criterion. Previous
qualitative studies exploring iPP experiences exist [5,
46–51], but none of these compare care to an ideal.
To the best of our knowledge, reviewing the iPP ex-
perience through the “lens” of the above PC-IC
framework is unexplored.
Norway, like most other western nations, is pursuing
large-scale transformation towards PC-IC, which has
been an explicit health policy since the late 1990s [52,
53]. This focus has become even more prominent with
the current administration [54]. The Norwegian health-
care system has comparable medical outcomes to other
western healthcare systems [55]. A systematic explor-
ation of a new method for PC-IC evaluation of the iPP
in a Norwegian context should therefore be of general
interest.
Our primary aim was to explore how the PC-IC
process ideal might be useful as a guide to capture iPP
quality and then apply, refine and operationalize this
ideal into a quality of care framework. Our research
questions were:
 What can we learn about the patient-experienced
quality of care by the application of a PC-IC ideal to
19 iPP experiences of persons with multimorbidity?
 Which lessons from the empirical analysis can
contribute to the refinement and operationalization
of the PC-IC ideal into an evaluation framework?
Methods
Our work is a qualitative evaluative study of
patient-experienced quality of care relative to PC-IC
ideals for chronic care, conducted within a pragmatic
interactionist tradition [56–58]. While we acknowledge
that central concepts of disease, health, and care are so-
cially constructed, we treat these constructs as stable
and familiar enough to illuminate how patients evaluate
their care [56]. We applied the PC-IC ideal as a structur-
ing framework to the iPP-experience of 19 strategically
selected individuals ad modum Ritchie [59]. An outline
of the research process is given in Fig. 1.
Material
Setting, informants, and recruitment
We aimed to include informants with a wide range of
experiences with long-term health challenges. Cancer
patients in active treatment represented experiences of a
severe long-term life-threatening condition with a clear
starting point and treatment options. Cancer survivors
with ongoing sequelae represent patients with consider-
able everyday health challenges, but fewer treatment op-
tions. Finally, persons with various long-term conditions
and complex needs served to examine similarities across
diagnoses. We refer to study participants as either per-
sons, informants or participants. The term “patient” in
this text, refers to the smaller part of a person’s life when
he/she is in direct interaction with a healthcare provider.
The material incorporates data from 19 persons with
long-term, complex care needs from two studies:
Study 1: Thirteen persons (age 48–74) with cancer
under active treatment, or cancer survivors with
long-term sequelae, taking part in the Connect study
(online cancer support) [60], were recruited by the local
cancer nurse. One participant died, and one withdrew
leaving 11 persons in the project.
Study 2: In the Troms-Ofoten (TO) study, care pro-
viders and patient advocacy organizations purposively
selected one person from each of the following eight
groups to ensure diversity regarding condition(s), con-
text and demography. 1) Frail elderly with an episode of
emergency care 2) Diabetes 3) Cardiovascular/pulmon-
ary disease 4) Mental health issues 5) Cancer 6) Child
with multiple disabilities 7) Mental health and substance
abuse 8) Postoperative care. Age 9–76 years. Methods
and preliminary results for the TO-study can be found
in a Norwegian language report [61] (Table 1).
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Data collection
All informants filled a questionnaire on their socioeco-
nomic and demographic background.
Timeline of iPP We constructed the iPP timeline of
clinical events from the hospital, general practice
(GP) and nursing services1 electronic health record
(EHR) from the prior 61 or 122 months. We created a
table timeline of all clinical events, defined as consul-
tations for diagnostic, therapeutic, or informational
purposes. For each event we recorded time, EHR
source (hospital, nursing service or GP), type of con-
tact (outpatient, phone, admission), place (geograph-
ical, organizational), health profession, the degree of
urgency and a short text summary of the main issue
of the event. We produced simple quantitative de-
scriptions (means, median, and range) of pathway
complexity normalized for follow up time.
The patient interview We used the iPP timeline as a
basis for the retrospective, evaluative interview with each
informant. The interviews followed a semi-structured
interview guide (see online Additional file 1) which
briefly included:
1) A shared review of the iPP timeline. We invited the
informant to:
a. Correct any mistakes. (No corrections made).
b. Identify events of importance, along with their
reasons for identifying them as such. Follow up
Fig. 1 An overview of the stages of the research process included in this paper
Table 1 Background characteristics and care complexity measures for 19 informants, Norway, 2011–2013
Informant background N N N
Gender 8 males 11 female
Employment status 7 employed 7 unemployed 1 child/4 pensioners
Living arrangements 3 alone 16 with spouse/children
Home municipality 14 rural 5 urban
Care complexity Mean Median Range
# of diagnoses treated per year 5 4 (2–10)
# different health services per year 6 5 (2–12)
# of general practice visits per year 10 7 (1–36)
# of health service visits per year 28 21 (5–132)
# of inpatient days per year 16 4 (0–130)
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questions elicited the informants’ view of the
event’s usefulness/satisfaction and the basis for
their judgment.
2) An evaluation of the whole iPP (not restricted to
the timeline) regarding care goals, care plans,
involvement in care decisions, experienced
continuity of care and support for self-management.
3) An evaluation of the Patient Assessment of
Chronic Illness Care (PACIC) questionnaire. We
thought the PACIC, which builds on the Chronic
Care Model, might be useful to capture patient
experienced care quality. We therefore added a
“Think aloud” session of the PACIC to explore
its utility [45, 62]. The PACIC asks patients to
estimate to what degree specific care
characteristics, i.e., patient involvement, were
present over the past six months of care.
However, the informants explained that even if
care was excellent most of the time, a single
unfortunate incident at a critical moment could
still have disastrous consequences, threatening
the results of the entire chain of care.
Furthermore, the PACIC did not differentiate
between providers. E.g., care at provider X was
always great, but provider Y, which they saw
more rarely, was not. In both cases, the PACIC
would capture this as excellent care most of the
time, which seemed wrong. The first six
respondents provided similar feedback. Hence, we
omitted the PACIC in the subsequent interviews.
Interviews were conducted in the informant’s home, or
in an office facility according to informants’ wishes by
GB/DG (Connect study) in fall of 2011–2012 or GB/AH
(TO-study) in 2012–2013. We interviewed the parents
of the underage informant (parents views represent only
one patient in quantitative descriptions). We transcribed
interviews “ad verbatim.”
Analyses
Evaluative assessment of the iPPs
Author pairs: 1) GB – AH, 2) GB - DG analyzed the
interviews of the TO and Connect data respectively
using a methodology recommended for framework
development [59]. Each author pair first familiarized
themselves with the material and then agreed upon a
condensed synopsis with illustrative quotes capturing
the salient themes. We mapped these to themes and
sub-themes structured by the 4-stage PC-IC ideal.
Refinement and operationalization of the
PC-IC framework
We developed refinements of the framework so that each
“PC-IC stage” could be recognized more consistently
across time, place and observers for each informant. Re-
finements were successively rephrased, merged/split and
modified in light of the iPPs as we analyzed them. Refine-
ments consisted of:
 PC-IC Ideal Descriptions: A short qualitative text of
each of the four stages, which describes the desired
“ideal” iPP attributes, aligned with literature
underpinning each stage.
 PC-IC Key Questions: Formulation of open and
closed questions designed to assist evaluation of
the presence/ absence of desired attributes for
each stage. We first formulated questions per case
and successively rephrased to a more general
form. E.g. Case: “The waiting-time guarantee of
max eight weeks has expired, and my symptoms
are worse. Why is my case still not prioritized?”
= > General: “Did patients have to intervene to
avoid or correct mistakes because planned/
expected care was not provided?”
 PC-IC Theoretical underpinning: A heuristic list of
salient and relevant literature references linked to
the ideals of each PC-IC stage.
We extracted the answers to each of the key questions
in each PC-IC stage for each informant. We summarized
the responses for all cases in a spreadsheet to ensure ana-
lytic consistency across informants.
Results
Goals
“What matters to you?”
Most life goals lie outside the scope of healthcare’s re-
sponsibility. However, when health issues are blocking
the way forward towards a life goal, healthcare can be a
vital enabler. The task at hand is to explore what the life
goals may be, and then translate these into goals relevant
for care.
We had already from the outset an understanding
of the iPP as a goal-oriented process, and that we
could not review PC-IC quality in the context of sin-
gle visits or services. We nevertheless initially thought
we would be considering sets of events defined by a
single short-term problem, or a defining event identi-
fied as important. However, early in the interview
series, we moved from discussing PC-IC in the con-
text of discrete issues and events to discussing the
entire iPP for the whole review period. The salience
of the long-term goal was evident as informants re-
peatedly referred to evaluations of care relative to
their overarching long-term goals.
One informant praises the care worker for honoring his
long-term goal even when the child protection officer had
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taken legal steps to restrict the informant from seeing his
son on account of his drug abuse.
“(P) Person: I had to choose. Either I choose the booze
or I choose my son. (…), it was really a simple choice.
But of course, it was also a new experience when I met
a person [care worker] who confronted me with this
choice (…). It was at this point that I really woke up
and saw the severity of my situation. That was when I
started changing.” (…).
(I)Interviewer: How did you react to this [the
restrictions?] (…)
P: “At first I was truly upset. But when a few more
months had passed, I became really grateful. Because,
if she had not made these demands, then I would not
have made [the necessary] changes.” Male, mental
health and substance abuse issues.
The following is an example where a professional
and a personal goal clashes in a decision process
regarding the discontinuation of a medication the
informant had been using for years. The change in
treatment hindered the informant’s overarching goal:
to be a good mother and to cope with her everyday
life. The professional was concerned with adherence
to professional treatment guidelines. The informant
describes the impact on her life:
“A restlessness, agitation. If I were to make a mind
map, I would need 5-6 secretaries nonstop. So, sleeping
quality is not good. It becomes exhausting in the end.
In addition, you never feel quite awake. I passed 3
months or so without [the medication]. And then I
went to see her and I told her that it was… I told her
that I want the medication back. “Naahh” she said, we
had to weigh effects against risks. Then I said: I do not
care about risks. I will take that responsibility myself.
It is my life. So, she said that if I assumed
responsibility myself, it was ok…” Woman, two mental
health diagnoses.
However, these overarching goals were often not
made explicit by the informant. Sometimes the in-
formant did not verbalize “What matters” directly,
but the important matter, i.e. the overarching goal,
shines through in the dialogue.
Another informant repeatedly voiced a need to get
his driving license back, but we understood why only
at the end of the hour-long interview.
“…That is why I now have asked for rehabilitation,
but I didn’t get any. But, if I had gotten well enough to
get my driving license back, I could have gotten quite a
different “circulation” to my life.”
I: Where would you go if you got your license back?
P: “Well, I know this lady. [From earlier, he describes
her as someone who cares for him]. She lives in the
mountains. I could visit her there.” Male, five long-
term diagnoses.
In fact, when we asked informants directly what their
goals of care were, some were surprised or puzzled, be-
cause goals of care were either too obvious (i.e., my goal
is to survive my cancer), or the informant felt that health
professionals should set health-related goals. However,
shifting the question of goals into; “What matters to
you?” gave a richer and more immediate insight into
areas threatened by health issues [63, 64].
Two life areas: “To have gainful employment” and
“Being supportive of others” were mentioned more
often, and with more ardor. Rehabilitation and mental
health services (4 persons) did formulate goals of care
linked to life areas such as: “Being able to take care
of my kids.” Other more biomedically oriented ser-
vices did not mention life area challenges in the EHR,
nor did patients expect this.
Biomedical goals
“What matters” was often, but not always a life-concern.
It could also be a bio-medical issue, especially when the
informant had experienced difficulties negotiating this as
a legitimate issue with the care system. The informants
did not focus much on other overarching biomedical
goals which they felt were self-evident. Nine of the 19
informants had disagreed with healthcare professionals
regarding the need for a diagnostic investigation, treat-
ment or information at some point during the observa-
tion period. Informants reported that they needed to
“stress the system” to be taken seriously.
“If you don’t shout and scream then nothing will
happen. (…) I have been incredibly lucky. All I can say
is if I hadn’t been admitted to the “X-clinic” if I had
gotten a stroke or a heart attack, I would have been
dead now. I pestered them and elbowed myself into
the hospital. I nagged and pleaded to be admitted.
And the general practitioner, he admitted afterward
that he didn’t think it [my condition] was as serious
as it actually was.” Male, coronary vascular disease.
These experiences caused informants great distress
and feelings of helplessness. The informants described
these as open disagreements, but providers reported
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only one of these cases in the EHR at the time of the
disagreement. The informant’s version was, however,
confirmed in the EHR later in six of nine instances.
Goals for self-management
Eight of the informants had received some support
for self-management in their iPP. Nine expressed fur-
ther needs for self-management support regarding
their medication, support for physical exercise and
training, diabetes follow up, stoma care, lymphedema
care, benefits and support opportunities from social
care including adapted employment, social skills train-
ing, and anxiety management. Lack of necessary ar-
rangements and support for physical exercise/therapy,
which is in the grey zone between self-management
and treatment, evoked quite strong emotional re-
sponses in some participants. Again, mental health
and rehabilitation services differ positively from the




Informants understood the concept of a “personal care
plan,” and 15 of 19 felt that this would have been useful,
but they did not expect such a plan to be personalized
(e.g., be adapted to their circumstances or priorities). Par-
ticipants knew what was going to happen in the short term
for single diseases such as cancer, cardiac arrhythmia and
heart failure where a routine follow up plan was in place.
Long-term planning of the iPP, including self-management
support and proactive management of current or likely fu-
ture health complaints, was not a focus for informants.
Nor did professionals mention it in the EHR.
The informants judged the care delivery by the sys-
tem’s loyalty to the plans and expectations they had been
given. This informant based his expectations on the care
planning process:
“A great doctor admits me, (…). He says that there are
so many issues to deal with here. We will look at your
blood pressure first, then the “fibrillation.” Yeah – then
we will look at your stomach, and then let all the rest
wait until afterward. (…) Nahhh [they] didn’t look at
my stomach. I thought it was a great plan he made.
Dealt with one issue at a time, [but] then I was given
some tablets, then I got better. (…) I was not done with
all that either [exercises], because I could have
improved even more. That is when they sent me
home.” Male, five long-term diagnoses.
However, of the four persons with a written plan, three
were unhappy. One informant described the plan as
inflexible and feared to lose her right to treatment if she
asked for personalization. The two others said that since
the plan was not implemented, it was not useful.
“I: Do you experience that there is coordination
support for you?”
“P: I do not feel there is. I feel it is quite random.
When the meeting arrives: Oh, now we are like
“formal”, and now we are supposed to make “The
Plan”. I get the notes from the meeting where it says
what we are all going to do. However, what’s done is
not always the same as what the note says. There is
not really anyone who keeps tabs on anything. (…) If I
don’t make it start, then things tend just to die out.
And it is exhausting. I am actually the coordinator in
all this. (…) That’s the point isn’t it, with seven persons
in a team? It’s that they should give you feedback, and
that they should be there in their domains and have
completed this and that until the next time.” Male,
mental health and substance abuse issues.
Shared decision making
Involvement of patients, both in relation to the choice of
interventions and tailoring of care to a personal context,
was hardly mentioned in the EHR. Yet, five patients de-
scribed consultations where they were actively involved
in decision making, two in mental health services and
three cancer patients. The other 14 informants did not
experience this, nor did they expect it.
Interdisciplinary review
Several of the 14 participants with more than one
long-term diagnosis recognized a need for multidiscip-
linary coordination. However, multidisciplinary review of
interactions between different conditions occurred only
once. This was upon specific request from an informant
who realized that two condition-specific treatment plans
conflicted.
Multidisciplinary coordination within one condition
occurred for two informants. The informants took part
in monthly (mental health) and bi-annual (parents to the
child with multiple disabilities) planning meetings re-
spectively. Even though the former of these two also had
diabetes, they never discussed care for diabetes in the
mental-health coordination meetings. One informant felt
the team meetings were helpful, while the other charac-
terized the team meetings as follows:
“There are care planning meetings every six months.
At these meetings, the participants typically “look at
the floor” when tasks are distributed. The coordinator
is very good, but it is clear that there are limitations to
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what she can do. At these meetings, we try to find out
what should be done, who does what, and when, right?
(…) But, it’s almost as if the participants want to
crawl underneath the table, and not look at me. It is
as P [partner] says, a parody. You’re so mad when you
leave those meetings because there is no energy, no
support. Quite to the contrary.” Parents of a child with
multiple disabilities.
Care delivery
The system is responsible
All patients emphasized that they find care professionals,
in general, to be caring, polite and compassionate. They
often described good care as being treated as a person and
not a diagnosis.
“But for the most part, I have met, yes, persons you
could call angels. (…) They [the oncology nurses] were
so humane and warm and good. It was a good
experience to come to them and feel their concern for
you.” Woman, breast cancer.
Despite the hard work and good intentions of the
individual professional, slips occur, in which case in-
formants perceived the “system” to be at fault. System
shortcomings mentioned by participants were: stress,
shortage of time, personnel or both, the traits of the
organizational unit, or the system as a whole. Also,
informants were “blind” to the organizational barriers
and roles of different providers.
“The worst about our care system, in which I include
all psychiatric and substance abuse services and the
whole package, it is when you are unable to voice your
problems. When you are so far down there that you
cannot make them listen, you are not seen, not heard.
And I feel that it is in such a contradiction to what
healthcare is really there to do. You feel inferior, you
feel invisible, and you feel so lost. It is as if you’re not
worth anything.” Male, mental health and substance
abuse issues.
This focus supported our growing awareness of the
entire continuum of care, i.e., “the system” as the agent
delivering care instead of individual professionals. The
patients reviewed their iPP regarding how the system
creates and supports a “common” understanding of what
the goal for this person’s iPP is, what the care plan is
aiming to achieve, and what each contributor’s role/task
relative to that goal is. It is no longer a question of each
professional doing the right thing within his/her profes-
sional domain. It is more a question of whether the
professional actions align with the other professionals,
the care plan, and the overarching goal.
Delivered according to plan
The expectation of care delivery according to plan was
strong with all informants. This was also the issue that
most demonstrated the difference between event-based
and process-based evaluation of care. The informants
based their expectations on what their providers had
told them would happen. If the next provider in the
chain of care did not comply with the plan, this was
cause for a range of reactions, from mild acceptance of
the care systems fallibility to strong emotional responses
towards a flawed and unreliable system.
“I used nine days to get the prescriptions I should have
been given so that I could start treatment [anti
hormonal adjunct treatment for breast cancer] in
January. And it was a little bit… In the end I had to
say: “Who is responsible here?” At that point I had
gone to the mammography center, the oncology
department, and the oncology outpatient clinic… And
in the end, I said to them – I am NOT leaving. Now
you MUST find me a doctor who can listen to my
challenge which is to get the right prescriptions for the
medications that I should have begun taking
yesterday.” Woman, breast cancer.
Eleven of 19 informants reported failures of delivery of
planned care in their iPP. The most common were miss-
ing invitations and referrals to planned clinical assess-
ments and examinations, missing prescriptions and
miscommunications. One informant, who had been
assigned a professional coordinator, described how the im-
plementation of planned activities rarely proceeded as ex-
pected unless they “pushed for action.”
Informational continuity
All informants could confirm that they had to tell their
story over and over. In some cases, relevant information
was not available in a timely manner. For example, the
hospital discharge summary for one informant arrived a
month after discharge, long after both the nursing home
and the GP had adjusted medications many times. Infor-
mants did not expect to meet the same healthcare pro-
fessionals every time. Informants acknowledged, rather
good-naturedly, that professionals vary regarding their
assessments of the clinical diagnosis and care. This
causes confusion but is perhaps also inevitable.
“There are as many opinions as there are doctors. The
doctors are of course wonderful, but it was truly
interesting to come straight from the doctor’s
consultation to the oncology nurses who said: Don’t
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listen to the doctors. We are the ones who know!”
Woman, breast cancer.
Evaluation
There was no evidence in the EHR that suggested that
patients and/or professionals had evaluated goal attain-
ment in any way. Informants confirmed, that they had
not participated in any assessment of goal attainment, or
care evaluation in general. Such an evaluation would
ideally be directed at the care coordinator/case-manager
or to the care team, to support the adjustment of the
care plan before the next care cycle.
From ideal to framework – What does our study add?
We incorporated the findings into our evaluation frame-
work of the PC-IC process through the operationaliza-
tion table. The following ten quality attributes are
additions to the PC-IC framework:
1) The unit of evaluation is the long-term iPP process,
not the care-event, or series of care events.
2) The iPP process consists of four stages, each with
distinct desired quality features.
3) All stages build on each other, starting with the
overarching goal based on the person’s answer to
the question “What matters to you?”
4) Identifying “What matters to you?” may not be
straightforward. Building trust and being creative in
inferring goals from other statements may be
necessary. What matters may vary widely from a
biomedical problem to a life area.
5) Not all life-goals are health-care concerns. There-
fore, the overarching goal must be translated, in an
open and non-judgmental process, into realistic and
relevant goals of care. This type of negotiation
requires good communication and balancing skills.
6) The range of skills and capabilities that need to be
involved in the iPP, flow from the goals relevant for
care. These goals lead to the identification and
involvement of necessary skills and competencies
wherever they can be found.
7) The care planning starts with assessing and
negotiating the overarching individual goals, and
proceeds to build on relevant evidence-based
guidelines, not the other way around.
8) Care integration is achieved when all the different
skills and competencies are effectively orchestrated
into supporting the goals of care negotiated
between the patient and the healthcare provider.
9) The quality of the care plan depends on how well it
supports the overarching goal. The quality of care
delivery depends on how well it provides the
expected and planned care.
10) Goal oriented care must include a goal-evaluation.
If providers do not assess success or failure, then no
learning or adjustment will occur (Table 2).
Summary of findings
Our contribution is the description of a goal-oriented
PC-IC cyclical process framework for evaluation
purposes.
An empathic and sensitive exploration of “What mat-
ters” is the basis for understanding what the “overarch-
ing goal” for the iPP is. From there flows a set of
negotiated goals relevant for care, the care plan, care de-
livery, and care evaluation. We found that the infor-
mants assessed their care in terms of their long-term life
goals, although some also focused on biomedical goals.
Care planning was common for short-term single dis-
eases, but not for long-term multimorbidity. Informants
viewed the “care system”, not the individual professional,
as responsible for care delivery. The application of the
PC-IC process framework to patient experiences showed
that providers do not record nor share goals, care plans,
monitoring of care delivery nor goal evaluation for per-
sons with multimorbidity across the care system.
We were able to demonstrate the fragmented and
profession-centric nature of current care delivery. Based
on the lessons learned, we characterized each of the four
PC-IC stages using: 1) ideal descriptions, 2) key ques-
tions and 3) supporting literature references. The result-
ing framework allowed us to evaluate the PC-IC aspects
of 19 multimorbidity iPPs consistently.
Discussion
The iPP quality assessments
As PC-IC is high on the political agenda, the need to
support change management towards PC-IC is substan-
tial. The “PC-IC process model” that was proposed and
refined in this study was intuitive to informants. With
this mental model, persons were able to express what
mattered most to them, and assess care delivery relative
to their personal goals and care plans (or lack thereof ).
We identified issues that other studies do not commonly
identify as challenges in the literature on PC-IC:
1) The salience of biomedical goals. Informants
were most concerned and upset with immediate
unmet medical needs and slips in expected care
delivery. It was surprising to us that this was a
substantial finding. In most of the person-centered
care literature, there is a focus on the patients’
needs as individuals [5, 65]. Our findings highlight
the importance of ensuring that the person’s
biomedical concerns are not lost in the exploration
of “What matters to you?” [33, 66]. The numerous
patient safety complaints in this study seemed both
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Table 2 Characterization of the four stages of the Person-Centered Integrated Care (PC-IC) cyclical process for evaluation of
individual Patient Pathways (iPP)
Description of ideal care Key questions Supporting literature
1. Goals
The unit of observation is the long-term iPP.
The ideal iPP should meet the overarching
personalized goals, which reflect “What
matters to the person.” The overarching
goal defines the scope of the care plan.
It includes;
• an empathic and sensitive effort to
understand what the person’s needs,
values and preferences are
• Negotiating and documenting goals
of care that are relevant, realistic and observable.
• eliciting and recording the person’s
resources as a partner in decision making
regarding health and wellbeing
Overarching personal goals can be broken
down into supporting sub-goals in a goal
hierarchy.
In case of conflict between professional
recommendations and personal goals, the
person’s goals should prevail, unless they
compromise legal or ethical principles. In
case of legal or ethical barriers, a
documentation of how the conflict
was explored with the person and
what conclusions were reached is desirable.
How do persons express
“What matters to them?”
What are the patients’
perceptions of healthcare’s
reaction to his/her articulation
of “What matters to them?”
Did the informants express
unmet needs, values or
preferences?
If there were unmet needs,
conflicting view of goals,
were these described or
explained in the EHR?
What needs for
self-management support
do informants voice, and
were these needs met?
• Goal-oriented care [31, 35, 83]
• The informed, active patient [84]
• Patient-centered care [33]
• Person-Centered care [85]
• People centered care [86]
• What matters to you? [63, 64]
• Self-management support, patient
involvement, and engagement [87]
• Self-determination theory [88]
• The ethics of authenticity [89]
2. The care plan
The care plan is based on a multidisciplinary
review of the goals from step 1. The first
step is to identify skills and competencies
needed to achieve these goals. There are
no organizational limits regarding whom
to include in the iPP plan.
The decision process should involve all
relevant providers and the patient/caregivers
as far as possible to promote engagement,
realism, and ownership of the plan.
Plans take into account and document
the patient’s resources as a partner in the
collaborative work for health and wellbeing
The care plan should ideally:
• Be committed to and aligned with
personal goals
• Be evidence-based
• Include a multidisciplinary review in
cases of multimorbidity
• Ignore organizational boundaries
• Describe self-management and its support
• Describe monitoring for exacerbations
• Include a crisis management plan
• Include a time and method for goal
evaluation.
• Include community resources that can
be leveraged to help meet goals
Was a written or verbal care plan
described in the EHR, or by the
patient?
What are the patient’s descriptions
of involvement and engagement
in care planning and shared
decision-making (SDM)?
What are the EHR descriptions of SDM?
Do care plans include the following
components:
• Reference to personalized goals?
• Self-management support?
• Multidisciplinary review whenever
relevant?
• Monitoring for exacerbations?
• Emergency or crisis management?
• Checkpoints for evaluation of goal
attainment, or goal revision?
• Shared decision making [90, 91]
• Prepared proactive healthcare team [84]
• A personalized care plan [50, 92]
• Decision support [84]
• Evidence-based medicine [91]
• Self-management support, patient
involvement, and engagement [87]
3. Care delivery
Care delivery builds on the care plan from
step 2. The delivery of care is a system
property, not a feature of individual
professionals. The care system should
identify the resources necessary to reach
overarching goals irrespective of
organizational boundaries and
responsibilities.
• Was the care plan operationalized
to show where, when and who
would provide their care?
• If so: What was the perceived
usefulness of such operationalized
plans?
• Did patients experience unexpected
care events?
• Delivery system design [84]
• Community resources [84]
• Care pathways [94]
• Continuity of care [93]
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legitimate and important. With the internet
revolution, patients are both more informed and
connected to relevant resources that can support
their evaluation of biomedical issues [67]. Other
studies also suggest that persons with multimorbidity
experience more quality challenges than persons with
only a single condition [3, 68, 69]. Cook [6] claims that
all healthcare is by nature fragmented and that bridges
are constantly “invented” to ensure that the right thing
happens at the right place and time. He claims that
gaps occur when “…conditions overwhelm or nullify
the mechanisms practitioners normally use to detect
and bridge gaps” [6]. It may be that the complex needs
of our informants routinely “overwhelm” normal care
practices. Although patients cannot be expected to
assess all aspects of technical quality, it is likely that
the introduction of a regular goal-oriented PC-IC
process evaluation, could detect obvious slips in the
technical quality of care.
2) The overarching goal defines patient-
experienced quality. Another significant finding is
the lack of attention to the ensemble of the person’s
needs and challenges and the failure to share
overarching goals and care plans with all relevant
parties. We found the ideal PC-IC plan to be
defined by 1) the person’s long-term goal and 2) to
include a system-wide perspective, “blind” to
organizational arrangements between providers.
While it is encouraging to note that mental health
and rehabilitation services comply more often with
PC-IC ideals, even these services often limited their
scope of the care plan to one main condition. Our
findings are in line with other reports which
describe care systems as focused on professional
and diagnostic centric goals [4, 48, 70–72]. Health
professionals focus on disease control, while
patients link goals to meaning and well-being (e.g.,
employment, family) [22, 65, 72, 73].
3) Goal-oriented process, not event evaluation. Our
findings differ from those derived from tools and
frameworks for PC-IC that typically focus on care
event(s), or events by a given provider [1, 40–45].
The essence of person-centeredness is to allow the
answer to the question: “What matters to you?” to
define the quality of the whole care process. We
acknowledge that a need for a more focused and
time-limited evaluation can be legitimate. A review
of limited events, with their concomitant sub goals
and sub-plans can accommodate this. Yet, we
would argue that it is essential that event sub-goals
remain properly aligned with the overarching goals
of the person and are ranked within the entire set
of sub-goals and activities going on.
4) The translation of the overarching goal into
relevant and realistic goals of care is a complex
negotiation and balancing act. In this material, the
negotiation process regarding the legitimacy of
biomedical goals was frustrating for the informants.
There were also examples of conflicts between the
explicit person and professional goals. The most
Table 2 Characterization of the four stages of the Person-Centered Integrated Care (PC-IC) cyclical process for evaluation of
individual Patient Pathways (iPP) (Continued)
Description of ideal care Key questions Supporting literature
A marker of high quality care delivery is
that the person feels that he/she is seen,
heard and recognized as a person.
Seamless care delivery depends on the
recruitment of the resources that will
implement the care plan with attention
to Continuity of Care, and it’s
organizational, informational and
relational dimensions as described
by Haggerty [93].
Haggerty’s “relational continuity,”
serves primarily to elicit and
communicate “what matters” to
the system. Thus, we argue that
“relational continuity” is a kind of
informational continuity.
• Did patients have to intervene to
correct mistakes because expected
care delivery was not provided?
• Were patients directed to community
resources outside of the healthcare
system such as peer support
organizations or social services?
• What were patient’s statements
regarding the organizational,
informational and relational
continuity of care across their iPP?
4. Goal attainment
The iPP success is measured by the
degree of goal attainment of goals
set in step 1.
Goal evaluation enables learning and
adjustment of the iPP for the next turn
of the care cycle.
• Did they plan and assess goal
attainment?
• If so: Did they adjust the future
care plan according to lessons learned?
• Health and Functional outcomes [84]
• Goal oriented care [31, 35, 83, 75]
Descriptions of ideal care, key questions, and literature underpinnings to support a consistent evaluation of care across observers and informants
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glaring finding is, however, the missing negotiations,
indicating that the actionable goals are taken to be
self-evident and not in need of negotiation.
Our results indicate that the PC-IC process framework
for the evaluation of care has the capability of capturing;
1) the quality of a goal identification process, and 2) the
system’s (in)ability to share goals, care plans, delivery
monitoring and goal evaluation across relevant contribu-
tors. The PC-IC process framework can thus provide a
basis for the development of new qualitative and quantita-
tive tools, which can support management of change in
the direction of PC-IC ideals.
Development of PC-IC evaluation tools
Measurement is one key to system change: It gives the
basis for assessment of where we are at, and can repre-
sent a guide to adjustment and improvement efforts
[74]. The process of capturing patient stories, as we did,
is too cumbersome to be pragmatic in large-scale health
service evaluations. However, the informants´ intuitive
grasp of the framework is encouraging and attests to the
feasibility of pursuing this line of inquiry.
This methodology may form the basis for the develop-
ment of evaluation tools built on both qualitative and
quantitative methods. To be useful, the process needs to
be simplified, both regarding administration and analysis.
We see two apparent routes of further development: 1)
Interview guides for personnel who are familiar with the
person’s history, based on the key questions. 2) Structured
questionnaires that gather qualitative or quantitative re-
sponses that rely on the person’s recollection of his/her
history. Such surveys can, with enough explanation, be
filled directly by the person with the support of health
personnel if necessary. Qualitative statements may provide
useful feedback directly to care providers. For aggregate
data at the population level, data must be quantifiable.
Quantitative measurement instruments of person-specific
goals [75–77] can be merged with our four-stage PC-IC
care process to create such tools.
Implications for practice and the EHR
By endorsing the PC-IC process ideal as an evaluation
tool, we are also making a normative statement about
care for patients with multimorbidity. A growing know-
ledge base supports the importance of PC-IC coupled
with a goal-oriented process [14–21]. However, even
though the field is learning rapidly, the literature in this
area is still widely heterogeneous and inconclusive con-
cerning which care components are necessary and suffi-
cient, for whom and in what contexts [19, 78, 79]. Our
recommendations therefore still need further validation
regarding implementation and effect on iPP experiences,
health outcomes, and cost-benefit results.
An essential tool to support cohesiveness across the care
system is the EHR. In our Norwegian context, EHRs are
available in all GP, nursing services, and secondary care
settings. However, the EHRs mirror strict organizational,
legal and economic silo patterns. Except for limited
two-way electronic messages and communication such as
the exchange of discharge/referral letters, there is no
standard electronic interface which supports the inter-
active and updated sharing of goals, care plans, care deliv-
ery monitoring or goal evaluations across organizations. It
seems logical, although data are still sparse on this issue,
that such electronic tools would be helpful [80, 81].
Strengths and limitations
The combination of EHR derived summaries and inter-
views was an effective way of gaining insights into com-
plex care stories. Even with a considerable variation in
individual conditions, we experienced a sense of satur-
ation for all four areas of assessment. The findings
resonate with both theory and other empirical studies in
the field, lending credibility, and relevance to the study.
This study examines one domain of quality of care.
Quality is a multi-dimensional construct, and there are
many other quality domains not evaluated here [82].
Notably, patients cannot be expected to assess the area
of technical quality. Our method of evaluating quality
should not exclude the review and assessment of other
quality domains in the iPP.
Due to resource limitations, we made iPP timelines
and summaries based on the GP, hospital, and nursing
service health records only. Ideally, we should have in-
cluded all health services and all service providers, as
well as informal caregivers. It would also have strength-
ened the study if we could have interviewed the child
with a disability in addition to his parents.
This study raises concerns regarding the quality of
care for persons with multimorbidity, but the small sam-
ple size does not allow for generalizations. There is also
a need for validation of our framework in other settings
and conditions. Persons with only a single condition or
less complex care needs may not recognize these con-
cerns as readily.
Conclusions
This paper provides insights and methodology that may
support quality evaluation towards a goal and
process-oriented PC-IC ideal of chronic care. Use of this
evaluation method revealed important weaknesses, com-
monly associated with fragmented and discontinuous
care for multimorbid informants. This paper highlights
how gaps in care that are invisible with an event-focus
on quality of care, becomes visible when we use a
long-term goal-oriented PC-IC process as an ideal.





Additional file 1: Interview guide. (DOCX 15 kb)
Abbreviations
EHR: Electronic Health Record; GP: General Practitioner; iPP: Individual Patient
Pathway; Multimorbidity: Multiple long-term conditions and/or complex
healthcare needs; PC-IC: Person-Centered Integrated Care; TO: Troms-Ofoten
(a region in Northern Norway)
Acknowledgements
We would like to acknowledge the contribution of our funders, the
Norwegian Research Council and the regional health authorities of Northern
Norway for their generous support of our research.
Funding
The research in this paper was funded by the Norwegian Research Council,
grant # 201512, Project title: Flexible Collaborative Networks and Patient-
Provider, Partnerships in Healthcare: Critical Factors, and the Regional health
authorities, integrated care grant. Research project. Title: “Mapping patient
pathways in the Troms-Ofoten region”.
Availability of data and materials
Norwegian privacy legislation and the participant “Informed consent form”,
limits data access to the authors GB, DG and AH. Data cannot be shared due
to this restriction.
Authors’ contributions
All authors contributed to the formulation of the conceptual ideas that were
subsequently shaped into research questions. The first author, who has a
background as a physician and health service researcher and is the
guarantor of the study, read and summarized all EHR-timelines, participated
in all but three interviews and did both preliminary and final analyses in dia-
logue with co-authors. GB, AH, and DG conducted the interviews and wrote
interview synopses. GB and DG formulated the PC-IC staged framework. CR,
IL, and MR were essential facilitators for informant recruitment and data col-
lection. All authors contributed with critical feedback to drafts, and read and
approved the final manuscript. The authors represent a multi-professional
background (medicine, psychology, occupational therapy, general practice,
nephrology, health service decision maker, and nursing) and some also had
considerable patient experience.
Ethics approval and consent to participate
Both the Connect (application # 2010/3396/REK sør-øst B) and TO-study (ap-
plication # 2011/1913) were submitted to the Regional Ethics Committee
(REC) for assessment. REC approved the former, while REC waived the need
for approval for the TO-study. The Regional Data Protection Officer approved
both studies. Informants were contacted by their regular health provider,
such as the cancer nurse, their primary care nursing contact, their GP, or by a
representative of their local patient organization on behalf of the study. Eli-
gible patients were informed about the aim of the study and provided with
written information and the informed consent form. The participant contact
information was forwarded to the research team only when the informed
consent form had been signed. For the under-age child, the child’s parents
consented to participate in the study on the child’s behalf.
Competing interests
The authors declare that they have no competing interests.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1Norwegian center for eHealth research, University Hospital of Northern
Norway, PB. 35, 9038 Tromsø, Norway. 2Department of primary care, Institute
of community medicine, UIT – The Arctic University of Norway, PB 6050,
Langnes, 9037 Tromsø, Norway. 3Center for Shared Decision Making and
Collaborative Care Research, Oslo University Hospital, Sogn Arena, Pb 4950
Nydalen, N-0424 Oslo, Norway. 4Department of Integrated Care, University
Hospital of Northern Norway, PB. 35, 9038 Tromsø, Norway. 5General Practice
Health Centre, 9050, Storsteinnes, Norway. 6Department for Internal
Medicine, University Hospital of Northern Norway, PB 101, 9038 Tromsø,
Norway.
Received: 30 May 2017 Accepted: 29 May 2018
References
1. Schoen C, Osborn R, Doty MM, Bishop M, Peugh J, Murukutla N. Toward
higher-performance health systems: adults’ health care experiences in seven
countries, 2007. Health Aff. 2007;26(6):w717–34.
2. Hewitson P, Skew A, Graham C, Jenkinson C, Coulter A. People with limiting
long-term conditions report poorer experiences and more problems with
hospital care. BMC Health Serv Res. 2014. https://doi.org/10.1186/1472-6963-
14-33.
3. Burgers JS, Voerman GE, Grol R, Faber MJ, Schneider EC. Quality and
coordination of Care for Patients with Multiple Conditions: results from an
international survey of patient experience. Eval Health Profes. 2010. https://
doi.org/10.1177/0163278710375695.
4. Campbell SM, Gately C, Gask L. Identifying the patient perspective of the
quality of mental healthcare for common chronic problems: a qualitative
study. Chronic Illn. 2007;3(1):46–65.
5. Greenfield G, Ignatowicz AM, Belsi A, Pappas Y, Car J, Majeed A, Harris M.
Wake up, wake up! It's me! It's my life! Patient narratives on person-
centeredness in the integrated care context: a qualitative study. BMC Health
Serv Res. 2014. https://doi.org/10.1186/s12913-014-0619-9.
6. Cook RI, Render M, Woods DD. Gaps in the continuity of care and progress
on patient safety. Br Med J. 2000;320(7237):791.
7. WHO. Framework on integrated, people-centred health services. Report by
the Secretariat. World Health Organization; 2016. http://apps.who.int/gb/
ebwha/pdf_files/WHA69/A69_39-en.pdf?ua=1.
8. Muth C, van den Akker M, Blom J, Mallen C, Rochon J, Schellevis F, Becker A,
Beyer M, Gensichen J, Kirchner H, et al. The Ariadne principles: how to handle
multimorbidity in primary care consultations. BMC Med. 2014;12(1):223.
9. Multimorbidity: Clinical Assessment and Management. Multimorbidity:
assessment, prioritisation and management of care for people with
commonly occurring multimorbidity. In: Report. UK: National Institute for
Health and Care Excellence, National Guideline Centre; 2016.
10. Joint_Action_CHRODIS. Report on care pathways approaches for
multimorbid chronic patients. CHRODIS - Addressing chronic disease and
healthy ageing across the life cycle. 2017. http://chrodis.eu/wp-content/
uploads/2018/01/multimorbidity_care_model.pdf.
11. Vermunt NP, Harmsen M, Elwyn G, Westert GP, Burgers JS, Olde Rikkert MG,
Faber MJ. A three-goal model for patients with multimorbidity: a qualitative
approach. Health Expect. 2017. https://doi.org/10.1111/hex.12647.
12. Krasny-Pacini A, Hiebel J, Pauly F, Godon S, Chevignard M. Goal attainment
scaling in rehabilitation: a literature-based update. Ann Phys Rehab Med.
2013; https://doi.org/10.1016/j.rehab.2013.02.002.
13. Berwick DM, Nolan TW, Whittington J. The triple aim: care, health, and cost.
Health Aff. 2008; https://doi.org/10.1377/hlthaff.27.3.759.
14. Coulter A, Entwistle Vikki A, Eccles A, Ryan S, Shepperd S, Perera R.
Personalised care planning for adults with chronic or long-term health
conditions. Cochrane Database Syst Rev. 2015; https://doi.org/10.1002/
14651858.CD010523.pub2.
15. You EC, Dunt D, Doyle C, Hsueh A. Effects of case management in community
aged care on client and carer outcomes: a systematic review of randomized
trials and comparative observational studies. BMC Health Serv Res. 2012;12:395.
16. Deschodt M, Flamaing J, Haentjens P, Boonen S, Milisen K. Impact of geriatric
consultation teams on clinical outcome in acute hospitals: a systematic review
and meta-analysis. BMC Med. 2013; https://doi.org/10.1186/1741-7015-11-48.
17. Rubenstein LZ, Josephson KR, Wieland GD, English PA, Sayre JA, Kane RL.
Effectiveness of a geriatric evaluation unit: a randomized clinical trial. N Engl
J Med. 1984;311(26):1664–70.
Berntsen et al. BMC Health Services Research  (2018) 18:479 Page 13 of 15
18. Kumar GS, Klein R. Effectiveness of case management strategies in reducing
emergency department visits in frequent user patient populations: a systematic
review. J Emerg Med. 2013; https://doi.org/10.1016/j.jemermed.2012.08.035.
19. de Bruin SR, Versnel N, Lemmens LC, Molema CCM, Schellevis FG, Nijpels G,
Baan CA. Comprehensive care programs for patients with multiple chronic
conditions: a systematic literature review. Health Policy. 2012; https://doi.
org/10.1016/j.healthpo1.2012.06.006.
20. Low LF, Yap M, Brodaty H. A systematic review of different models of home and
community care services for older persons. BMC Health Serv Res. 2011;11:93.
21. Huntley AL, Thomas R, Mann M, Huws D, Elwyn G, Paranjothy S, Purdy S. Is
case management effective in reducing the risk of unplanned hospital
admissions for older people? A systematic review and meta-analysis. Fam
Pract. 2013;30(3):266–75.
22. Mathers N, Paynton D. Rhetoric and reality in person-centred care:
introducing the house of care framework. Br J Gen Pract. 2016;66(642):12–3.
23. Skudal KE, Bjertnæs Ø, Holmboe O, Bukholm G, Røttingen J.
Commonwealth Fund-undersøkelsen 2010: Resultater fra en komparativ
befolkningsundersøkelse i 11 land. In: Report. Norway: Norwegian institute
of Public Health, Nasjonalt kunnskapssenter for helsetjenesten; 2010.
24. WHO. People-centred and integrated health services: an overview of the
evidence. Interim report. Geneva: Service Delivery and Safety, World Helath
Organization; 2015.
25. Helsedirektoratet. Kvalitetsbasert finansiering 2017. In: Report. Norway:
Norwegian Health directorate; 2016.
26. Uijen AA, Schers HJ, Schellevis FG, van den Bosch WJ. How unique is
continuity of care? A review of continuity and related concepts. Fam Pract.
2012;29(3):264–71.
27. May C, Mead N. Patient-centredness: A history. In: Dowrick C, Frith L, editors.
Ethical issues in general practice: Uncertainty and responsibility; 1999. p. 76–91.
28. Ouwens M, Wollersheim H, Hermens R, Hulscher M, Grol R. Integrated care
programmes for chronically ill patients: a review of systematic reviews. Int J
Qual Health Care. 2005;17(2):141–6.
29. Hughes JC, Bamford C, May C. Types of centredness in health care: themes
and concepts. Med Health Care Philos. 2008;11(4):455–63.
30. Wagner EH, Glasgow RE, Davis C, Bonomi AE, Provost L, McCulloch D,
Carver P, Sixta C. Quality improvement in chronic illness care: a collaborative
approach. Joint Com J Qual Patient Saf. 2001;27(2):63–80.
31. Reuben DB, Tinetti ME. Goal-oriented patient care — an alternative health
outcomes paradigm. N Engl J Med. 2012; https://doi.org/10.1056/NEJMp1113631.
32. Elwyn G, Barr PJ, Grande SW, Thompson R, Walsh T, Ozanne EM. Developing
CollaboRATE: a fast and frugal patient-reported measure of shared decision
making in clinical encounters. Patient Educ Couns. 2013; https://doi.org/10.
1016/j.pec.2013.05.009.
33. Mead N, Bower P. Patient-centredness: a conceptual framework and review
of the empirical literature. Soc Sci Med. 2000;51(7):1087–110.
34. Andersen ES, Grude KV, Haug T. Goal Directed Project Management. 4th ed.
Philadelphia: Kogan Page; 2009.
35. Berntsen GKR, Gammon D, Steinsbekk A, Salamonsen A, Foss N, Ruland C,
Fønnebø V. How do we deal with multiple goals for care within an
individual patient trajectory? A document content analysis of health service
research papers on goals for care. BMJ Open. 2015. https://doi.org/10.1136/
bmjopen-2015-009403.
36. Sorensen K, et al. Health literacy and public health: a systematic review and
integration of definitions and models. BMC Public Health. 2012;(1):80.
37. Deming WE. Out of the crisis. Cambridge, London: Kindle Ed, MIT Press; 2000.
38. Plsek PE, Greenhalgh T. The challenge of complexity in health care. Bmj.
2001;323(7313):625–8.
39. The European Pathway Association defines a care pathway as: http://e-p-a.
org/care-pathways/. Accessed 1 June 2018.
40. Anker MG, Duncan BL, Sparks JA. Using client feedback to improve couple
therapy outcomes: a randomized clinical trial in a naturalistic setting. J
Consult Clin Psychol. 2009;77(4):693.
41. Duncan BL, Miller SD, Sparks JA. The heroic client: a revolutionary way to
improve effectiveness through client-directed, Outcome-informed therapy.
San-Francisco: Wiley; 2011.
42. Ramsay J, Campbell JL, Schroter S, Green J, Roland M. The general practice
assessment survey (GPAS): tests of data quality and measurement
properties. Fam Pract. 2000. https://doi.org/10.1093/fampra/17.5.372.
43. Survey of patient's hospital experiences. https://www.medicare.gov/
hospitalcompare/about/survey-patients-experience.html. Accessed 8
Dec 2015.
44. Jha AK, Orav EJ, Zheng J, Epstein AM. Patients' perception of hospital care in
the United States. N Engl J Med. 2008. https://doi.org/10.1056/NEJMsa0804116.
45. Glasgow RE, Wagner EH, Schaefer J, Mahoney LD, Reid RJ, Greene SM.
Development and validation of the patient assessment of chronic illness
care (PACIC). Med Care. 2005;43(5):436–44.
46. Gallacher K, May CR, Montori VM, Mair FS. Understanding patients’
experiences of treatment burden in chronic heart failure using
normalization process theory. Ann Fam Med. 2011;9(3):235–43.
47. Simpson EL, House AO. Involving users in the delivery and evaluation of
mental health services: systematic review. BMJ. 2002;325(7375):1265.
48. Jackson K, Oelke ND, Besner J, Harrison A. Patient journey: implications for
improving and integrating care for older adults with chronic obstructive
pulmonary disease. Can J Aging. 2012;31(2):223–33.
49. Jarrett NJ, Payne SA, Wiles RA. Terminally ill patients' and lay-carers'
perceptions and experiences of community-based services. J Adv Nurs.
1999;29(2):476–83.
50. Bayliss EA, Edwards AE, Steiner JF, Main DS. Processes of care desired by
elderly patients with multimorbidities. Fam Pract. 2008;25(4):287–93.
51. Brooks F, Bloomfield L, Offredy M, Shaughnessy P. Evaluation of services for
children with complex needs: mapping service provision in one NHS trust.
Prim Health Care Res Devel. 2013. https://doi.org/10.1017/s1463423612000217.
52. Sosial-og-helsedepartementet. Omsorg og kunnskap! Norsk kreftplan. In:
Report. Olso: Norwegian Health and Social Care Ministry; 1997.
53. Helse_og_omsorgsdepartement N. St.meld. nr. 21 (1998–99). Ansvar og
meistring: Mot ein heilskapleg rehabiliteringspolitikk. Ministry-of-Health-
Norway ed; 1998.
54. HOD-(Helse-og-omsorgsdepartementet): Meld. St. 34 (2015–2016) -
Principles for priority setting in health care. [Meld. St. 34. (2015–2016)
Verdier i pasientens helsetjeneste. Melding om prioritering]. 2016.
55. OECD. Health at a glance Europe 2012, Europe. In: Report: Organization for
Economic co-Operation and Development; 2012. https://doi.org/10.1787/
9789264183896-en.
56. Miles MB, Huberman AM, Saldana J. Qualitative Data Analysis: A Methods
Sourcebook California, United States of America, SAGE Publications. Kindle
Edition. 2013.
57. Miller J, Glassner B. The "inside" and the "outside": Finding Realities in
interviews. Chapter 8. In: Silverman D, editor. Qualitative research Issues of
Theory, Method and Practice. 3rd ed. Los Angeles, London, New Delhi,|
Singapore, Washington DC: Sage; 2010. p. 131–48.
58. Holstein J, Gubrium J. Animating Interview Narratives, Chapter 9. In: Silverman D,
editor. Qualitative research Issues of Theory, Method and Practice. 3rd ed. Los
Angeles, London, New Delhi,| Singapore, Washington DC: Sage; 2010. p. 131–48.
59. Ritchie J, Spencer L. Qualitative data analysis for applied policy research.
Qual Res Comp. 2002:305–29.
60. Ruland C, et al. Connect 2.0: Supporting Self-management and
Collaborative Care. 23rd International Conference of the European
Federation for Medical Informatics and User Centred Networked Health
Care. Oslo: Medical Informatics Europe (MIE); 2011.
61. Berntsen G, Høyem A, Gammon D. The health service seen from a patient
perspective. [Prosjektrapport - Helsetjenesten sett fra pasientens ståsted.
Pasientforløp ved langvarige og komplekse behov i Troms- og Ofoten]. In:
Report. Norway: Norwegian center for integrated care and telemedicine,
Helse Nord RHF, Norwegian center for integrated care and telemedicine,
Helse Nord RHF; 2014.
62. Jaspers MWM. A comparison of usability methods for testing interactive
health technologies: methodological aspects and empirical evidence. Int J
Med Inform. 2009; https://doi.org/10.1016/j.ijmedinf.2008.10.002.
63. Bisognano M, Schummers D. ESSAY flipping healthcare: an essay by
Maureen Bisognano and Dan Schummers. Br Med J. 2014; https://doi.org/
10.1136/bmj.g5852.
64. Barry MJ, Edgman-Levitan S. Shared decision making—the pinnacle of
patient-centered care. N Engl J Med. 2012;366(9):780–1.
65. Agledahl K, Førde R, Wifstad Å. Clinical essentialising: a qualitative study of
doctors’ medical and moral practice. Med Health Care Philos. 2010; https://
doi.org/10.1007/s11019-009-9193-z.
66. Isaac T, Zaslavsky AM, Cleary PD, Landon BE. The relationship between
Patients' perception of care and measures of hospital quality and safety.
Health Serv Res. 2010; https://doi.org/10.1111/j.1475-6773.2010.01122.x.
67. Wald HS, Dube CE, Anthony DC. Untangling the web—the impact of
internet use on health care and the physician–patient relationship. Patient
Educ Couns. 2007;68(3):218–24.
Berntsen et al. BMC Health Services Research  (2018) 18:479 Page 14 of 15
68. Peters M, Fitzpatrick R, Doll H, Playford ED, Jenkinson C. Patients'
experiences of health and social care in long-term neurological conditions
in England: a cross-sectional survey. J Health Serv Res Policy. 2013. https://
doi.org/10.1258/jhsrp.2012.011176.
69. Maeng DD, Martsolf GR, Scanlon DP, Christianson JB. Care coordination
for the chronically ill: understanding the Patient's perspective. Health
Serv Res. 2012; https://doi.org/10.1111/j.1475-6773.2012.01405.x.
70. May C, Montori VM, Mair FS. We need minimally disruptive medicine. BMJ.
2009. https://doi.org/10.1136/bmj.b2803.
71. Hansen BS, Rortveit K, Leiknes I, Morken I, Testad I, Joa I, Severinsson E. Patient
experiences of uncertainty - a synthesis to guide nursing practice and research. J
Nurs Manag. 2012;20(2):266–77. https://doi.org/10.1111/j.1365-2834.2011.01369.x.
72. Agledahl KM, Gulbrandsen P, Førde R, Wifstad Å. Courteous but not
curious: how doctors' politeness masks their existential neglect. A
qualitative study of video-recorded patient consultations. J Med Ethics.
2011; https://doi.org/10.1136/jme.2010.041988.
73. Williams B, Steven K, Sullivan FM. Tacit and transitionary: an exploration of
patients' and primary care health professionals' goals in relation to asthma.
Soc Sci Med. 2011;72(8):1359–66.
74. Shaw C. How can hospital performance be measured and monitored. In:
Health Evidence Network synthesis report on hospital performance.
Copenhagen: WHO; 2003.
75. Ruta DA, Garratt AM, Leng M, Russell IT, MacDonald LM. A new approach to
the measurement of quality of life: the patient-generated index. Med Care.
1994; https://doi.org/10.2307/3766320.
76. Carswell A, McColl MA, Baptiste S, Law M, Polatajko H, Pollock N. The
Canadian occupational performance measure: a research and clinical
literature review. Can J Occup Ther. 2004;71(4):210–22.
77. Paterson C, Langan CE, McKaig GA, Anderson PM, Maclaine GDH, Rose LB,
Walker SJ, Campbell MJ. Assessing patient outcomes in acute exacerbations of
chronic bronchitis: the measure your medical outcome profile (MYMOP),
medical outcomes study 6-item general health survey (MOS-6A) and EuroQol
(EQ-5D). Qual Life Res. 2000; https://doi.org/10.1023/a:1008930521566.
78. Sugavanam T, Mead G, Bulley C, Donaghy M, van Wijck F. The effects and
experiences of goal setting in stroke rehabilitation - a systematic review.
Disabil Rehabil. 2013;35(3):177–90.
79. Lemmens LC, Molema CCM, Versnel N, Baan CA, de Bruin SR. Integrated
care programs for patients with psychological comorbidity: a systematic
review and meta-analysis. J Psychosom Res. 2015. https://doi.org/10.1016/j.
jpsychores.2015.07.013.
80. Haynes S, Kim KK, Sermeus W, Procter PM, Weber P. A mobile care
coordination system for the management of complex chronic disease. Nurs
Inform. 2016. https://doi.org/10.3233/978-1-61499-658-3-50.
81. McNab J, Gillespie JA. Bridging the chronic care gap: HealthOne Mt Druitt,
Australia. Int J Integr Care. 2015;15
82. America CoQoHCi. Crossing the quality chasm: A New Health System for
the 21st Century. United States of America: National Academies Press,
Institute of Medicine - National Academy of Sciences; 2001.
83. Mold JW, Blake GH, Becker LA. Goal-oriented medical care. Fam Med. 1991;
23(1):46–51.
84. Wagner E, Davis C, Schaefer J, Von Korff M, Austin B. A survey of leading
chronic disease management programs: are they consistent with the
literature? J Nurs Care Qual. 2002;16(2):67–80.
85. De Silva D. Helping measure person-centred care: a review of evidence
about commonly used approaches and tools used to help measure person-
centred care. In: Report. London: The Health Foundation; 2014.
86. WHO. WHO global strategy on integrated people-centred health services
2016–2026. Executive Summary. Placing people and communities at the
centre of health services. In: Report: World Health Organization; 2015.
87. Coulter A, Ellins J. Effectiveness of strategies for informing, educating, and
involving patients. Br Med J. 2007;335(7609):24.
88. Ryan RM, Deci EL. Self-determination theory and the facilitation of intrinsic
motivation, social development, and well-being. Am Psychol. 2000; https://
doi.org/10.1037/0003-066X.55.1.68.
89. Taylor C. The Malaise of Modernity Toronto: House of Anansi Press; 1991.
90. Elwyn G, Edwards A, Kinnersley P, Grol R. Shared decision making and
the concept of equipoise: the competences of involving patients in
healthcare choices. Br J Gen Pract. 2000;50(460):–892.
91. Sackett DL, Rosenberg WMC, Gray JAM, Haynes RB, Richardson WS.
Evidence based medicine: what it is and what it isn't. BMJ. 1996;
312(7023):71–2.
92. Council LS, Geffken D, Valeras AB, Orzano AJ, Rechisky A, Anderson S. A
medical home: changing the way patients and teams relate through
patient-centered care plans. Fam Syst Health. 2012;30(3):190.
93. Haggerty JL, Reid RJ, Freeman GK, Starfield BH, Adair CE, McKendry R.
Continuity of care: a multidisciplinary review. BMJ. 2003;327(7425):1219–21.
94. Vanhaecht K, Panella M, Van Zelm R, Sermeus W. An overview on the
history and concept of care pathways as complex interventions. Int J Care
Pathways. 2010;14(3):117–23.
Berntsen et al. BMC Health Services Research  (2018) 18:479 Page 15 of 15
